1. Introduction {#sec0005}
===============

IFPs are unusual benign lesions originating from submucosa of the gastrointestinal tract. The most prominent features of IFPs are semi-pedunculated protrusions covered by normal mucosa.[@bib0005] The most common site of IFP is the gastric antrum, followed by the small bowel, but very rare in the gastric fundus. Clinical manifestations of IFPs usually include intestinal obstruction, intussusception, abdominal pain, nausea and vomiting, but rare massive digestive tract hemorrhage. The treatment of IFP depends on its size, location and biological property. We herein report a very rare case with huge gastric IFP, at the posterior wall of the gastric fundus, presenting with serious hematemesis and hematochezia.

2. Case presentation {#sec0010}
====================

A 78-year-old female patient with massive hematemesis and hematochezia for two days, without abdominal pain or abdominal distension, was admitted to Peking University Cancer Hospital, Beijing, China. The physical examination revealed the body temperature was 36.4 °C, blood pressure was 95/75 mmHg, resting heart rate was 100 beats/min, respiratory rate was 20 breaths/min and abdomen was flat, no palpable mass. Routine hematological examination showed hemoglobin and hematocrit were 85.0 g/dL (reference range 110--150 g/L) and 33.7% (reference range 37.0--49.0), respectively. A gastroscopy revealed a huge semi-pedunculated polyp (11 cm) with smooth surface, which originated at the posterior wall of the gastric fundus. The histology of specimens obtained with biopsy forceps showed inflammatory exudate, granulation tissue with necrosis and focal atypical hyperplasia. Abdominal computed tomography (CT) demonstrated a low-density mass, with slight peripheral enhancement ([Fig. 1](#fig0005){ref-type="fig"}, arrow). A colonoscopy revealed no obvious lesions, so the gastric polyp was suspected to be the cause of bleeding. Because of the giant dimension and the possibility of other malignant lesions, so we carried out LAPG and identified a depressed ulcer lesion at the base of the tumor ([Fig. 2](#fig0010){ref-type="fig"}, arrow). Postoperative histopathologic evaluation revealed proliferation of a large number of spindle cells and infiltration of many lymphocytes, mainly including plasma cells and eosinophils, as well as extensive thick-walled capillary vessels, compatible with an inflammatory fibroid polyp ([Fig. 3](#fig0015){ref-type="fig"}). Immunohistochemistry showed that SMA, CD34, Desmin and Calponin were positive, but CD117, CD21, CD35 and S-100 were negative. With the treatment of LAPG, the above clinical symptoms disappeared. The patient was discharged after operation one week without any complication.

3. Discussion {#sec0015}
=============

IFPs are rare mucosal or submucosal lesions of the digestive tract that follow a benign course. They were first described as "gastric submucosal granuloma with eosinophilic infiltration" by Vanek in 1949.[@bib0010] The term of "IFP" was finally made by Helwig and Ranier in 1953.[@bib0015]

Clinical manifestations depend on the tumor location and the size, usually including intestinal obstruction, intussusception,[@bib0020] abdominal pain, nausea and vomiting and constipation, iron deficiency anemia and hyperpyrexia,[@bib0025] but rare massive digestive tract hemorrhage.[@bib0030] Coincidentally, the present rare huge gastric IFP brought out massive gastrointestinal bleeding. So, in the differential diagnosis of alimentary hemorrhage of uncertain etiology, gastric IFP should be considered.

The typical endoscopic features of IFPs are smooth sessile or pedunculated polyps with exudates and white spots. It is difficult to give a definite diagnosis before operation because of their volatile position and variable clinical appearances. The final diagnosis relies on the pathological findings; however, the histological findings of the biopsy specimen are usually hard to diagnose.[@bib0035; @bib0040; @bib0045] Besides, differentiation is very difficult, especially between IFPs and gastrointestinal stromal tumors (GISTs).[@bib0050] Interestingly, our case was suspected to be GIST before surgery, but the immunohistochemical result revealed spindle cells expressing CD34, smooth muscle actin(SMA), Desmin and Calponin, but not CD 117. Some scholars have confirmed that the proliferating stromal cells in IFPs were diffusely positive for CD34, SMA and Calponin. They also concluded that IFPs were unrelated to GISTs.[@bib0055]

Most IFPs are smaller than 5 cm,[@bib0060; @bib0065] but the size of present gastric IFP is up to 11 cm. The most common site is gastric antrum, followed by the small bowel, other locations such as rectum,[@bib0070] colon,[@bib0075] esophagus and duodenum[@bib0060] in the previous literature, but very rare at the upper part of the stomach.

Although the pathogenesis of IFPs largely remain not to be elucidated, there are many causes supposed to be associated with IFPs. First, the IFP could be a result of extreme reaction of the body to trauma or a localized variant of eosinophilic gastroenteritis. Moreover, inflammatory stimuli such as bacterial, chemical, metabolic or traumatic factors are also related with IFPs.[@bib0015] Pantanowitz et al. deemed that the proliferating stromal cells were of dendritic cell origin with possible myofibroblastic differentiation.[@bib0055]

Exploratory laparotomy is frequently recommended as a treatment for IFPs.[@bib0080] Some authors considered submucosal dissection as useful for treatment of small submucosal tumor, usually by endoscopy.[@bib0070; @bib0085; @bib0090; @bib0095] However, if the tumor is large or malignant lesion can't be excluded, laparoscopic assisted or conventional open surgery should be considered. After complete resection, inflammatory fibroid polyps usually do not recur and metastasize, making any other adjunct therapies unnecessary.

4. Conclusion {#sec0020}
=============

We report a rare case with massive digestive tract hemorrhage caused by the huge IFP at the gastric fundus, which was successfully treated by LAPG. Based on the results in the present case and reviewed literatures, uncommon massive gastrointestinal bleeding may be caused by digestive tract IPFs. Besides, laparoscopic surgery is appropriate and useful treatment for patients with giant gastric IPFs.
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![Tumor appearance of abdominal computed tomography. An oval and sharply circumscribed low-density mass, with slight peripheral enhancement and a blood vessel through the mass (arrow).](gr1){#fig0005}

![Postoperative specimen. The tumor was completely resected without any complications. The 11 × 6.5 cm sized polyp with a depressed ulcer at the base of the tumor (arrow).](gr2){#fig0010}

![Microscopic features. (A) Surface coating of keratinized squamous epithelium, a large number of thin-walled capillary vessels and loose fibrous connective tissue (H&E, original magnification ×40). (B) Infiltration of lymphocytes in the stroma, mainly including plasma cells and eosinophils (H&E, original magnification ×200).](gr3){#fig0015}
